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introDuction
Substance use disorders or disorders due to 
psychoactive substance use refer to conditions 
arising from the abuse of alcohol and psycho-
active drugs. It involves a maladaptive pattern 
of substance use although not outright depen-
dence, leading to clinically significant impair-
ment or distress as evidenced by one or more 
of the following during a one year period: re-
current substance use causing a failure to fulfil 
work, school, or family obligations, recurrent 
substance use in situations where it is physi-
cally hazardous, recurrent legal problems re-
lated to substance use, continued substance use 
despite having persistent or recurring social or 
interpersonal problems caused or made worse 
by the use of the substance (Weitin 2004).
Gureje, Degenhardt, Olley et al. (2007) in 
studying the epidemiology of substance use 
and substance use disorders in Nigeria during 
the early 21st century, found that alcohol was 
the most commonly used substance, the next 
most common were sedatives, and cannabis. 
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Males were more likely than females to be us-
ers of every drug group investigated with male 
preponderance being particularly marked for 
cannabis. Prevalence of both alcohol and to-
bacco use was highest among middle aged 
adults. Moslems were much less likely to use 
alcohol than persons of other faiths, but no 
such association was found for tobacco. Alco-
hol was found to be the most commonly used 
psychoactive drug in Nigeria.
An international perspective (Africa, Asia, 
Australia, Europe, and South America) on al-
cohol use among college students by Karam, 
Kypri, and Salamoun (2007) found that col-
lege students in many countries were at el-
evated risk for heavy drinking, with serious 
immediate health risks, such as drink driving 
and other substance use; and longer term risks 
such as alcohol dependence. The prevalence of 
hazardous drinking in Australasia, Europe and 
South America appears similar to that in North 
America, but is lower in Africa and Asia. 
The nature of substance use disorders in-
volving a maladaptive pattern of use and fre-
quent relapse makes it imperative to study self 
efficacy and religiosity as it affects treatment 
outcomes. Overcoming addictive behaviours 
such as substance use, alcohol consumption, 
and smoking poses a major challenge for 
those who are dependent on those substances 
as well as for professional helpers. Perceived 
self efficacy was however found to predict 
outcomes of controlled - drinking programmes 
Sithartan and Kavanagh (1990). An assess-
ment of self-efficacy has been published by 
Haaga and Stewart (1992), who developed an 
“articulated thoughts technique” to measure 
recovery self efficacy after a set back from 
quitting smoking. 
The construct of perceived self efficacy 
represents one core aspect of social cognitive 
theory Bandura (1992, 1997). While outcome 
expectancies refer to the perception of the pos-
sible consequences of one’s actions, perceived 
self efficacy refers to personal action control 
or agency. A person who believes in being able 
to produce a desired effect can conduct a more 
active and self determined life course. Health 
specific self efficacy is a person’s optimistic 
self belief about being capable to resist temp-
tations and adopt a healthy lifestyle. Based on 
the social-cognitive theory of Bandura (1997), 
a new health behaviour model, the (HAPA) 
health action process approach was developed 
by Schwarzer (1992, 1999, 2001). 
The health action process approach suggests 
that the adoption, initiation, and maintenance 
of health behaviours must be explicitly con-
ceived as a process that consists of at least a 
motivation phase and a volition phase. The lat-
ter might be further subdivided into a planning 
phase, action phase, and maintenance phase. 
It is claimed that perceived self-efficacy plays 
a crucial role at all stages along with other 
cognitions (Bandura, 1997). For example, risk 
perceptions serve predominantly to set the 
stage for a contemplation process early in the 
motivation phase but do not extend beyond. 
Similarly, outcome expectancies are chiefly 
important in the motivation phase when indi-
viduals balance the pros and cons of certain 
consequences of behaviours, but they lose their 
predictive power after a personal decision has 
been made. However, if one does not believe 
in one’s capability to perform a desired action, 
one will fail to adopt, initiate and maintain it. 
Perceived self efficacy involves people’s 
beliefs about their capabilities to produce des-
ignated levels of performance that exercise in-
fluence over events that affect their lives. Self 
efficacy beliefs determine how people feel, 
think and motivate themselves and behave. 
(Aspinwall & Taylor, 1997).
Tate, Wu, McQuad, Cummins, Shniver, 
Krenek and Brown (2008) examined life stress 
and self efficacy as predictors of time of re-
lapse for 113 adults comparing two psycho-
therapy interventions (integrated cognitive be-
haviour therapy and 12- step facilitation ther-
apy) found lower self efficacy as a predictor 
of earlier relapse in combination with stressful 
life events. Oei, Haking, and Phillips (2007) 
in studying general self-efficacy and drink-
ing refusal self-efficacy in predicting drinking 
behaviour found that overall, drinking refusal 
self-efficacy and general self-efficacy was a 
significant predictor of alcohol assumption. 
Hasking and Oei (2007) Looked at the interac-
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tions between venting emotions, negative ex-
pectancies and drinking refusal self-efficacy in 
terms of the cognitive and behavioural mecha-
nisms thought to underlie drinking behaviour, 
found that venting emotions interacting with 
drinking refusal self-efficacy predicts the vol-
ume of alcohol consumed.
Miller, Davies and Greenwald (2000) found 
low levels of religiosity to be associated with 
adolescent onset of substance use and abuse. 
Pullen, Modrcin-Talbot, West, Muenchen 
(1999) investigated the relationship between 
alcohol and drug abuse by adolescents and 
frequency of religious service attendance and 
found that as attendance at religious services 
increased, alcohol and drug abuse decreased. 
Rostosky, Danner and Riggle (2007) studied 
religiosity as a predictive factor against sub-
stance use in young adulthood and found that 
Increase in religiosity reduced the odds of 
binge drinking by 9%, marijuana use by 20%, 
and cigarette smoking by 13%.
In the treatment for alcohol and drug depen-
dence, the goal of cognitive behavioral therapy 
is to teach the person to recognize situations 
in which they are most likely to drink or use 
drugs, avoid these circumstances if possible, 
and cope with other problems and behaviors 
which may lead to their substance abuse.
Longabaugh and Morgenstern (1999) found 
cognitive-behavioural coping skills training 
as being among the most effective approach 
for treating alcoholic patients. Treatment ef-
fectiveness was more pronounced when it was 
delivered within the context of a comprehen-
sive treatment program and when offered to 
patients with less severe alcohol dependence. 
Kadden (2002) conceptualized the cognitive-
behavioural approach in which addictive be-
haviour is considered to be learned behaviour 
acquired through the processes of pavlovian 
and/operant conditioning. As such they can 
be modified by the application of learning 
based interventions. Wright, Basco and Thase 
(2005) stated that an important aspect of the 
CBT model is to help patients recognize that 
cravings and urges are often associated with 
the activation of relevant beliefs about drugs 
and alcohol abuse. Cognitions about substance 
abuse can occur almost instantaneously in re-
sponse to relevant cues. Galanter and Kleber 
(2004) conclude that cognitive-behavioural 
behaviour and motivational therapies should 
be a component of all substance abuse clini-
cian’s repertoires.
This study aims to test the predictability of 
self efficacy and religiosity as components of 
cognitive behaviour therapy in the treatment of 
substance use disorders and its determination 
of relapse prevention. Would the combination 
of self efficacy and religiosity sustain the gains 
of psychotherapy in preventing relapse?
Where relapse is sustained, how long would 
it last and at what cost?
MethoD
Participants
A total of 30 male participants with a mean 
age of 17.6 years participated in the study. The 
participants were purposively selected based 
on the ICD 10 diagnostic criteria for sub-
stance use disorders. Substances used were a 
combination of cigarettes, alcohol, cannabis, 
codeine, and Rohypnol. They were randomly 
assigned into two groups, a treatment and no 
treatment group consisting of 15 participants 
each.
Instruments
The following psychometric instruments 
were used to collect data:
The General Self Efficacy Scale GSE: A 
10-item instrument developed by Schwarzer 
and Jerusalem (1993) was used to assess self 
efficacy associated with perceived ability to 
overcome the use of psychoactive substances. 
It reflects an optimistic self belief that one can 
perform a difficult task, while also facilitat-
ing goal setting, effort investment, persistence 
in the face of barriers and recovery from set-
backs. It is an operative construct, related to 
subsequent behaviour and therefore is relevant 
for clinical practice and behaviour change. 
The responses were scored with the aid of the 




Alcohol and Smoking cessation Self Efficacy 
Scale: This is a four item addition to the gen-
eral self efficacy scale, used to assess alcohol 
and smoking cessation self efficacy. It was de-
veloped by Sitharthan, Kavanagh (1990) and 
Haaga and Stewart (1992). Responses were 
scored with the aid of the scoring key provided 
by Sitharthan and Kavanagh (1990) and Haaga 
and Stewart (1992). 
Religious Orientation Scale: A 20 item self 
report scale by Allport and Ross (1967). The 
responses were scored with the aid of the scor-
ing key provided by Straynorn (1990).
Attitude scale: This was used measure the 
attitude of care-givers towards substance use 
disorders.
Key Informant Interview: An interview 
guide to assess the response and understand-
ing of family members to the patients with 
substance use disorders
Focus group discussion guide: A guide to 
assess the description by patients of treatment 
outcome after psychotherapy.
Design
A 2-independent group pre-post design was 
used. The independent variable was cognitive 
behaviour therapy and the dependent variables 
were self efficacy and religiosity.
Procedure
Pre-treatment Phase: The three instruments, 
GSE, Alcohol and Smoking cessation self ef-
ficacy, and Religiosity, were administered to 
the participants after establishing rapport as 
they came into the hospital. Their consent was 
sought for participation in group interaction.
Treatment Phase: There were 15 partici-
pants, all male, randomly assigned to the treat-
ment group with self efficacy and religiosity 
as components. They were individuals with 
similar problems, (substance use disorder) 
and were willing to participate in the group. 
Sessions included a motivation phase (risk 
perception and outcome expectancies) and a 
maintenance phase where self efficacy, reli-
gious beliefs and practice were strengthened. 
The group had the goal of achieving complete 
abstinence with regards to alcohol and smok-
ing. Cognitive behaviour therapy was the 
principal treatment mode with components of 
building self efficacy and religiosity, the par-
ticipants had 15 sessions.
Post-treatment Assessment Phase: They 
were also 15 participants assigned to the treat-
ed group and 15 to the untreated group who 
had only cognitive behaviour therapy without 
self efficacy and religiosity. The three tests 
were administered in the same order to the two 
groups.
Data Analyses
The SPSS 15 was used to analyse the quan-
titative data (GSE, ASE, SSE and REL) while 
the qualitative data (KII, and FGD) from the 
psychotherapeutic sessions were analysed us-
ing atlas ti 5.0.
reSultS
The socio-demographic characteristic of 
the participants in the study is presented in 
Table 1.
All the participants were males, 36.7% being 
18 years old, 70% Muslim and 30% Christian, 
40% secondary school leavers, 20% still in sec-
ondary school, 20% had no formal education 
and 20% were university undergraduates. 
To determine the concurrent, divergent 
and convergent validities of the instruments, 
Pearson product moment statistics was used 
to inter-correlate the scores of the participants 
in the three measures. This is presented in the 
correlation matrix in Table 2 below.
Table 2 shows positive correlations between 
GSE and ASE (0.29); GSE and REL (0.43), all 
others were negative correlations.
To determine the effects of psychotherapy 
on perceived self efficacy, alcohol efficacy, 
smoking self efficacy and religiosity, the pre 
and post treatment mean scores and standard 
deviations of the treated and untreated groups 
were computed. The results are presented in 
Table 3.
The results in Table 3 show that the treated 
group had higher post-test than pre-test scores, 
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the untreated group however had insignificant 
changes in test scores. 
In order to determine the effect of therapy, 
the post-treatment scores were subtracted from 
the pre-treatment scores to obtain the gain 
scores for the two groups. The mean scores 
and standard deviations for the gain scores are 
presented in Table 4.
Table 4 indicates higher mean gain scores in 
the treated group as compared to the untreated 
group. 
The factors accounting for success of thera-
py is shown in Table 5.
Table 5 indicates that family support and 
understanding combined with improved per-
ceived ability to stop drug use, increased posi-
tive thoughts to do without drugs, improved 
ability to reject outside influence to use drugs 
and improved religiosity were factors that aid-
ed treatment outcome, preventing relapse.
DiScuSSion
The results presented in Table 1 indicated 
that the mean age of the participants was 17.6 
years, they were all males, 30% were Chris-
tians and 70% were Muslims. This could be 
due to the fact that the research was carried out 
in Zaria which is predominantly Muslim.
Regarding level of education; 20% had no 
orthodox education but had attended Islamic 
school, 20% were at various stages of second-
ary education, 40% had just graduated from sec-
ondary school and 20% were university under-
graduates. All participants used a combination 
table 1: Socio-demographic 
































































table 2: Correlation matrix of the 3 
psychological measures










table 3. Pre-treatment and Post-treatment Mean score and Standard Deviation of treated 
and untreated groups in each measure
Measures treated untreated















































of cigarettes, alcohol, cannabis, codeine, and 
Rohypnol, with cigarettes starting first.
Family type showed that 50% were from po-
lygamous families, 23.3% from monogamous 
families, 13.3% divorced/separated and 13.3% 
had lost one parent. The households were usu-
ally quite large with extended families, a num-
ber of servants with the one parent usually the 
father figure working away from home most of 
the week only to return at weekends.
The correlation matrix showed that there 
appeared to be positive correlation coeffi-
cients among some of the measures, the GSE 
and ASE (0.29); the GSE and REL (0.43). This 
suggests that they both measure the same pat-
tern of perceived self efficacy on one hand and 
alcohol related self efficacy on the other hand. 
Sitharthan and Kavanagh (1990) found self-
efficacy to be a predictor in outcomes of con-
trolled drinking programmes. The general self 
efficacy scale also correlated positively with 
the religiosity scale. Danner and Riggle (2007) 
while studying religiosity as a predictive fac-
tor against substance use in young adulthood 
and found that Increase in religiosity reduced 
the odds of binge drinking by 9%, marijuana 
use by 20%, and cigarette smoking by 13%. 
A boost in general self efficacy and religiosity 
proves an important factor in the treatment of 
substance use.
The impact of therapy involving self ef-
ficacy, and religiosity in cognitive-behaviour 
therapy is clearly measured by the mean 
scores of the treatment group indicates a 
higher General self efficacy (GSE) after the 
therapy, with a score of 13.5 at pre-test and 
35 at post-test. On the ASE (Alcohol self ef-
ficacy scale) pre-test mean score was 4 while 
the post-test mean score was 10, an increase in 
alcohol self efficacy after therapy. The smok-
ing self efficacy (SSE) improved from 6.4 at 
pre-test to 14 at post-test after therapy. The re-
ligiosity mean scores increased after therapy 
from 17.2 to 20.4 for the treated group. The 
untreated group however did not show much 
change in their scores on all the scales. The 
treated group had a higher self efficacy, feel-
ing more confident that they could execute 
the responses necessary to earn reinforcers. 
They also had a greater resistance to stress 
which helped them to sustain improvements 
6 months after discharge from the hospital. 
When compared with the untreated group 
who had cognitive-behaviour therapy but self 
table 4: Mean score and standard deviation for the gain scores of the treated and 
untreated groups
Measures treated group (n=15) untreated group (n=15) t 
Mean SD Mean SD
GSE 21.4 1.59 8.76 6.89 1.58
ASE 13.6 8.03 1 0.75 4.92
SSE 11.6 7.13 1 0.76 1.33
REL 10.3 6.82 1.9 2.61 0.06
table 5: Factors indicating success of therapy
S/no factors  rating
group A group B
1 Family support Very high Low
2 Family understanding Very high Low
3 Improved ability to stop drug use High Low
4 Improved positive thoughts to do without drugs Very high Low
5 Improved ability to reject outside influence to use drugs Very high Low
6 Improved religiosity Low Low
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efficacy and religiosity were not included in 
the therapy, the untreated group sustained im-
provements (abstinence) for only two months 
after therapy and parents and caregivers re-
ported a lot of conflict in trying to monitor the 
patients at home, which was not the case with 
the treated group. 
The construct perceived self efficacy refers 
to one core aspect of social cognitive theory 
where the individual believes that he is able 
to perform behaviours that should lead to 
expected outcomes, which in this study was 
sustained abstinence after discharge from the 
hospital. Outcome expectancies on the other 
hand refer to the perception of the possible 
consequences of one’s action. Participants 
after therapy perceived abstinence as a pos-
sibility, a goal that was attainable and nec-
essary for a drug free life. They believed in 
being able to produce a desired effect and 
that they could conduct a more active and 
self-determined life course when they left the 
hospital. They had a health specific self ef-
ficacy; an optimistic self-belief about being 
able to resist temptations to adopt a healthy 
life style. This was predicted on the gain 
scores of the treated participants with GSE; 
21.4, ASE; 13.6, SSE; 11.6, and REL; 10.3. 
The untreated group had GSE; 8.76, ASE; 1, 
SSE; 1, and REL; 1.9.
Oei, Haking, and Phillips (2007) found 
general self-efficacy a significant predictor 
of alcohol assumption. Miller, Davies and 
Greenwald (2000) also found low levels of 
religiosity associated with adolescent onset of 
substance use and abuse. The increase in mean 
scores of the treated group pre-treatment to 
post-treatment shows the effect of the compo-
nents building self efficacy generally and reli-
giosity in therapy on substance use disorders 
when compared to the untreated group. Lon-
gabaugh and Morgenstern (1999) had found 
cognitive-behavioural coping skills training 
as being among the most effective approach 
for treating alcoholic patients. The inclusion 
of general self efficacy would help the indi-
vidual perceive the risks, setting the stage for 
a contemplation process towards positive out-
comes. It also helps the individual believe in 
his capability to perform the desired action of 
not using drugs. 
Risk perceptions, outcome expectancies, and 
self efficacy lead the individual to developing 
goals, which further lead to planning, which 
would involve initiative, maintenance and re-
covery, before final disengagement (Schwarzer, 
1999). Cognitive factors in substance use dis-
orders suggest that expectancies develop be-
fore people start using a particular drug as a re-
sult of parents and peers drug use, advertising 
and media figures who model drug use. Some 
individuals are likely to start using a particular 
drug because they believe it will have positive 
effects; Durand and Barlow (2003). Challeng-
ing expectancies, emphasizing the recognition, 
and changing maladaptive beliefs during treat-
ment help to initiate and maintain treatment 
outcomes Weitin (2004). Patients had reported 
more positive thoughts, believing that they 
could do without drugs, and feeling more com-
petent about their ability to do without drugs 
and withstand peer influence. 
Health belief plays a very important role in 
treatment outcome as it refers to cognitions 
about health held by patients and profession-
als. The interaction between belief and emo-
tional response to health threat also affect their 
health-related behaviour; Hagger and Orbell 
2003. The health beliefs which contribute to 
the evaluation of the threat are those about 
personal susceptibility to the threat and those 
about the likely severity of the consequences 
of that threat. Beliefs in the effectiveness of 
the health behaviour are comprised of beliefs 
about the perceived benefits of that behaviour 
and beliefs about the latter often proving to be 
a particularly potent predictor of whether or 
not the health behaviour occurs. Health beliefs 
are also related to emotional and behavioural 
responses to illness Davey 2005. 
Other factors assessed by the group dis-
cussion indicated that for the treated group, 
family support played a very important role 
in treatment outcome; family understand-
ing towards patients was also seen to play a 
significant role by patients in treatment out-
come. Patient’s ability to stop the use of drugs 
had also improved as a result of therapy. The 
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patients also reported improvements in their 
ability to reject outside influences to go back 
to drug use. Improvements were also noticed 
in other areas of the patient’s functioning; 
Matthews and Walker 2005. Family attitudes 
played a major role in support for substance 
use disorders (constant monitoring, psycho-
logical, emotional and social support) which 
proved an important factor for outcome of 
substance use disorders, feeling positive about 
the outcome. The attitude scale indicated 75% 
of the patient’s families in the treated group 
were supportive to patients with substance 
use disorders in the treatment group, 20% of 
the patient’s family were not supportive and 
5% were indifferent. This was due to involve-
ments of parents in sessions periodically, 
where these sessions served as education for 
the parents on the treatment procedure and an 
assessment of family dynamics (interpersonal 
relationships, communication and stressors), 
building a structure into the family, while es-
tablishing a command structure as frequent 
absence of the father figure led to on compli-
ance with rules by the clients due to cultural 
influences where the mother is limited in the 
control of a son in the house. Preparatory post 
hospital care sessions were also held with fam-
ily members to further strengthen the gains of 
hospital care. This was particularly important 
as frequent relapse rate prior to the introduc-
tion of this intervention mode was linked to 
supply of the drugs by house boys, drivers and 
other workers in the hose hold who were also 
either abusing these substances or considered 
it as a means of livelihood. In the untreated 
group, 15% of the patient’s families had a pos-
itive attitude and were supportive while 85% 
were not supportive. The parents felt they had 
been through so much with the patients, they 
had lost their property as this had been sold 
by patients, had constant contact with the law 
as a result of their patient’s drug problem, and 
they had tried to help by counselling the pa-
tients and this had not yielded much result. 
The study therefore recommends the build-
ing of the individuals health self efficacy, and 
religiosity to increase compliance and sustain 
abstinence in substance use disorders. 
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